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ATTACHMENT 4.18-A 

Page 1 
OMB NO.: 0938-0193 

STATE PLAN UNDER TITLE XIX OF THE  SOCIAL  SECURITY  ACT 

State: WYOMING 

A. The following charges are imposed on the categorically needy for services other than those provided under section 1905(a)( 1) through 
(5) and (7) of the Act: 

Type of Charge 
Service Deduct. Coins. Copay Amount and Basis for Determination 

PHARMACEUTICAL PRODUCTS X $2.00 per prescription 

PRACTITIONER VISITS 

OUTPATIENT HOSPITAL VISITS 

X 

X 

$1 .OO per office visit, home visit, eye 
examination or medical psych-therapy 
services $2.00 effective April  1, 1997 

$3.00  per  non-emergency  outpatient  clinic 
or emergency room visit 

RURAL HEALTH CLINIC & FQHC X $2.00  per encounter 

1) Copayment amounts were based on  the average payment for these services and in accordance with 42 CFR447.53,447.54,447.55. 
Exemptions for exclusion for cost sharing apply to: Recipients under the age of 2 1 ; pregnant women; institutionalized individuals; 
emergency services; family planning services and supplies; HMO enrollees; individuals who receive hospice care (as defined in 
section 1905 (0) of the Act). 
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